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The aim of the present literature review is threefold. (1)We will review theories, models, and
studies on symptomatic hyperactivity and motoric activity in attention-deficit/hyperactivity
disorder (ADHD). (2) Another focus will be on assessment methods that have been proven
to be effective in the detection of hyperactivity and motoric activity in children, adoles-
cents, and adults with and without ADHD and emerging areas of research in the field of
ADHD. We will compare subjective methods (i.e., rating scales) and objective methods
(i.e., accelerometers). (3) Finally, physical activity intervention studies aiming at a modifi-
cation of activity and overactive behavior will be summarized that seem to be promising
candidates for alleviating hyperactivity symptoms in children, adolescents, and adults with
ADHD.
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INTRODUCTION
Hyperactivity and a general increase in motoric activity
with respect to amount/frequency and variability of activ-
ity/movements are main symptoms of both the combined and the
hyperactive–impulsive type of attention-deficit/hyperactivity dis-
order (ADHD). Children with ADHD fidget with hands and feet,
have difficulties remaining seated, run about, or climb excessively,
and have difficulties to engage in activities quietly (1). Children
with ADHD show increased physical activity (PA) both during the
day and the night (2). Thus, research indicates that in one-third of
children with ADHD and with an even higher prevalence in adults
with ADHD sleep disorders (i.e., daytime sleepiness, insomnia,
delayed sleep phase syndrome, fractured sleep, restless legs syn-
drome, and sleep disordered breathing) are common (3). Whereas
children without ADHD usually outgrow hyperactivity around
the age where they enter elementary school, hyperactivity remains
present in children who receive an ADHD diagnosis. This leads to
severe problems during structured school activities and interac-
tions with parents, teachers, and peers. In adolescents and adults
with ADHD, hyperactivity remains as a symptom, leading to, for
instance, extreme restlessness and feelings of always being on the
go or driven by a motor. Hyperactivity as one of the core symp-
toms of ADHD is thus leading to maladaptive cognitive and social
functioning and disturbed well-being.
Counterintuitively though, children and adolescents with
ADHD appear to be less likely to engage in regular vigorous PA and
organized sports (4). Research only begins to investigate possible
barriers that might constitute underlying reasons for this physical
inactivity. One of the reasons might be that due to the ADHD
symptoms of inattentiveness and impulsivity, affected children are
easily distracted by or respond impulsively to alternative activi-
ties [e.g., watching TV (5)]. Another reason might be that deficits
in executive functions that potentially underlie the ADHD symp-
tomatology lead to difficulties initiating and maintaining PA (4,
6). Furthermore, it seems that children are at risk for not being
physically active when they receive no ADHD treatment [i.e.,
medication with methylphenidate, MPH (7)].
While inattentiveness as a core symptom has been investigated
in numerous studies, no clear characterization of symptomatic
hyperactivity and motoric activity in children, adolescents, and
adults with ADHD exists. In addition, there are no guidelines for
the assessment and intervention of motoric activity in ADHD (8).
Therefore, aims of the present literature review are (1) to
review studies on symptomatic hyperactivity and motoric activ-
ity in ADHD on different developmental stages. This is important
because hyperactivity as a symptom and its possible differentia-
tion from other symptoms as for instance inattentiveness might
alter over the lifespan. (2) Another focus will be on subjective and
objective assessment methods that have been proven to be effective
in the detection of hyperactivity and motoric activity in ADHD.
This is important because there is a need for adequate and effi-
cient detection methods of hyperactivity in clinical settings. As we
will explain in more detail, clinical diagnoses often rely on ret-
rospective parental and teacher reports on hyperactive behavior
shown by children and adolescents. (3) Finally, PA intervention
studies aiming at a change or modification of activity and overac-
tive behavior that seem to be promising candidates for alleviating
hyperactivity symptoms in ADHD will be summarized.
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DIAGNOSTIC CRITERIA OF SYMPTOMATIC HYPERACTIVITY
AND MOTORIC ACTIVITY IN ADHD
Hyperactivity constitutes a core symptom of ADHD that rep-
resents one of the most common disorders in childhood and
adolescence, with approximately 5.3% of school-aged individu-
als being affected (9). The Diagnostic and Statistical Manual of
Mental Disorders (DSM-5) classifies ADHD as a neurodevelop-
mental disorder and lists 18 symptoms on two dimensions (see
Table 1), namely, (1) hyperactivity–impulsivity and (2) inatten-
tion that manifest in three possible main presentations: (a) pre-
dominantly hyperactive/impulsive presentation (314.01), (b) pre-
dominantly inattentive presentation (314.00), and (c) combined
presentation (314.01). A diagnosis requires at least six symptoms
of hyperactivity–impulsivity and/or inattention in childhood and
adolescence, and at least five symptoms in adulthood to be present
in two or more settings (e.g., at home, school/work, with friends)
for at least six months, and to interfere with developmental level
and functioning.
CURRENT PSYCHOLOGICAL THEORIES OF HYPERACTIVITY
AND MOTORIC ACTIVITY IN ADHD
Several psychological theories exist that address the question of
what gives rise to symptomatic hyperactivity and motoric activ-
ity in ADHD. In our review we outline three current theoretical
conceptions: (1) the State Regulation Model, (2) Multiple Pathway
Theories, and (3) the Dynamic Developmental Theory of ADHD.
The State Regulation Model suggests that clinical levels of
ADHD symptomatology can be traced back to a deficit in keeping
optimal activation states (10, 11). Building up on the cognitive-
energetic theory of Sanders (12) and Sanders and van Duren (13)
Table 1 | Hyperactivity–impulsivity and inattention symptoms according to DSM-5 (1).
Hyperactivity–Impulsivity
1. Often fidgets with or taps hands or feet or squirms in seat
2. Often leaves seat in situations when remaining seated is expected (e.g., leaves his or her place in the classroom, in the office or other workplace, or
in other situations that require remaining in place)
3. Often runs about or climbs in situations where it is inappropriate. (Note: In adolescents or adults, may be limited to feeling restless.)
4. Often unable to play or engage in leisure activities quietly
5. Is often “on the go,” acting as if “driven by a motor” (e.g., is unable to be or uncomfortable being still for extended time, as in restaurants, meetings;
may be experienced by others as being restless or difficult to keep up with)
6. Often talks excessively
7. Often blurts out an answer before a question has been completed (e.g., completes people’s sentences; cannot wait for turn in conversation)
8. Often has difficulty waiting his or her turn (e.g., while waiting in line)
9. Often interrupts or intrudes on others (e.g., butts into conversations, games, or activities; may start using other people’s things without asking or
receiving permission; for adolescents and adults, may intrude into or take over what others are doing)
Inattention symptoms
1. Often fails to give close attention to details or makes careless mistakes in schoolwork, at work, or during other activities (e.g., overlooks or misses
details, work is inaccurate)
2. Often has difficulty sustaining attention in tasks or play activities (e.g., has difficulty remaining focused during lectures, conversations, or lengthy
reading)
3. Often does not seem to listen when spoken to directly (e.g., mind seems elsewhere, even in the absence of any obvious distraction)
4. Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the workplace (e.g., starts tasks but quickly loses
focus and is easily sidetracked)
5. Often has difficulty organizing tasks and activities (e.g., difficulty managing sequential tasks; difficulty keeping materials and belongings in order;
messy, disorganized work; has poor time management; fails to meet deadlines)
6. Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort [e.g., schoolwork or homework (for older adolescents
and adults, preparing reports, completing forms, reviewing lengthy papers)]
7. Often loses things necessary for tasks or activities [e.g., school materials, pencils, books, tools (wallets, keys, paperwork, eyeglasses, and mobile
telephones)]
8. Is often easily distracted by extraneous stimuli (for older adolescents and adults, may include unrelated thoughts).
9. Is often forgetful in daily activities (e.g., doing chores, running errands; for older adolescents and adults, returning calls, paying bills, keeping
appointments)
Behavioral examples added to symptom descriptions in DSM-5 compared to DSM-IV are given in square brackets. Symptoms 1–6 from the hyperactivity–impulsivity
dimension denote symptoms classed as hyperactivity. Symptoms 7–9 from the hyperactivity–impulsivity dimension denote symptoms classed as impulsivity.
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the model assumes that a given person’s activation level increases
in situations where the presentation rate of stimuli is high, and
decreases in situations where the presentation rate of stimuli
is low. To reach optimal levels of performance and counteract
overactivation under high stimulus presentation rates as well as
underactivation under low stimulus presentation rates, the allo-
cation of extra effort (i.e., effortful control) is necessary. Several
studies at various developmental stages have shown that individ-
uals with ADHD show greatest performance deficits compared to
individuals without ADHD not under medium event rates but
under fast (14, 15) and slow (15, 16) event rates when the effortful
allocation of extra effort would have been necessary for optimal
performance. Correspondingly, the State Regulation Model pos-
tulates ADHD symptoms, including hyperactivity, to increase or
decrease relative to a given person’s respective state that requires
effortful control. Thus, in the context of this theoretical model,
levels of hyperactivity are not seen as stable across situations but
to become increasingly present under low activation states as an
attempt of self-stimulation and under high activation states as a
behavioral sign of overactivation.
Multiple pathway conceptions (17–19) postulate that there are
several distinct developmental influences (i.e., ‘pathways’) that
converge onto a core symptom expression of ADHD but with
remaining specificities (20). Today, the most prominent multi-
ple pathway conceptions is the Triple-Pathway Model (19) that
suggests dissociable timing, inhibition, and delay deficits to give
rise to highly heterogeneous expressions of ADHD symptoms.
With regard to timing, the model suggests that individuals with
ADHD display deficits in, for example, the discrimination of dura-
tions and the adequate anticipation of time intervals. Inhibition
deficits refer to impaired abilities of individuals with ADHD to
inhibit responses in inappropriate situations (21) such as awaiting
turn in communications. Delay deficits denote the aversion and
enhanced negative emotional reactions to situations characterized
by (temporal) delays [e.g., Ref. (22)] such as waiting for further
instructions in the classroom. Within this theoretical framework,
the symptom of hyperactivity is conceptualized as a behavioral
attempt to attenuate negative subjective experiences of delay where
delay cannot be circumvented (23).
The Dynamic Developmental Theory of ADHD (24) suggests a
hypofunctioning mesolimbic dopamine branch to underlie altered
reinforcement of novel behavior and insufficient extinction of
behavior that has previously been reinforced. It is assumed that
the critical time frame for a reinforcer to take effect is shorter in
individuals with ADHD compared to individuals without ADHD.
Accordingly, socially desirable behavior is frequently not positively
reinforced, and undesirable behavior not negatively reinforced in
time. The theory predicts that (gradually developing) hyperactiv-
ity stems from a combination of altered positive reinforcement
and deficient extinction processes, leading to an increased and
accumulating number of behavioral responses that may display in
excess motoric activity.
STRUCTURAL ACCOUNTS OF HYPERACTIVITY ANDMOTORIC
ACTIVITY IN ADHD
Despite broad consensus about what classifies as hyperactivity in
the context of ADHD and several theoretical approaches to its
underlying causes, the question of how the symptom relates to
impulsivity and inattention has been one of the main areas of
scientific debate in this research field for the last 20 years. Respec-
tive research questions are (a) is hyperactivity essentially just an
expression of one underlying ADHD condition? (b) Is hyper-
activity distinguishable from, yet related to impulsivity and/or
inattention? (c) Or is a combination of those two perspectives pos-
sible? These questions concern our understanding of hyperactivity,
how it relates to functional impairment and, by association, what
kind of treatment may work and for whom. Important statistical
methods to address the ongoing debate are factor analyses, which
directly concern the measurement structure underlying ADHD
symptoms and thus the question of coherence and distinctness
between hyperactivity, impulsivity, and inattention. Factor mod-
els that have been discussed are (a) the one-factor model, which
assumes one underlying unitary symptom domain, (b) the corre-
lated factor models, which assume distinct symptom domains that
are correlated, and (c) bifactor models, which incorporate both
an underlying unitary symptom domain and additional specific
independent symptom domains.
A one-factor model assumes that there is a single dimension
underlying hyperactivity as well as impulsivity and inattention. No
structural distinction is made in this model between hyperactivity
and other symptom domains. However, there has been abun-
dance of empirical evidence from factor-analytic investigations
convincingly showing that this factor model does not represent an
adequate conceptualization [e.g., Ref. (25–27)].
Correlated factor models emphasize the separability of hyper-
activity from inattention and/or impulsivity (28). They conceptu-
alize separate, yet related, latent constructs with either two factors
(i.e., representing hyperactivity–impulsivity and inattention) or
three factors (i.e., representing hyperactivity, impulsivity, and inat-
tention) without a common core, which give rise to the phenotypic
representation of ADHD.
Factor-analytic studies until the beginning of the 21st century
found strong support for correlated factor models being bet-
ter statistical representations of the symptom structure than the
one-factor model [e.g., Ref. (29–34)]. Direct comparisons of the
correlated two-factor model separating hyperactivity–impulsivity
and inattention into two separate dimensions, and three-factor
models separating the dimensions of hyperactivity and impulsiv-
ity besides inattention are somewhat inconclusive: Whereas many
studies found support for differentiating two latent symptom
dimensions (26, 29–31, 35–37), others pointed to the superior fit
of models with three latent symptom dimensions that emphasize
the separability of hyperactivity and impulsivity [e.g., Ref. (33,
34, 38)]. However, the more parsimonious two-factor model is
usually favored because separating hyperactivity from impulsivity
tends to improve the overall model fit only slightly and the latent
factors of hyperactivity and impulsivity are usually highly corre-
lated (39). Nevertheless, the question has been brought up as to
whether the relative underrepresentation of symptoms of impul-
sivity in DSM (i.e., three) compared to the number of symptoms
of hyperactivity (i.e., six; see Table 1) and limited psychomet-
ric properties—which limit statistical power to confirm a specific
factor of impulsivity—may also explain some of the conflicting
results between the studies mentioned above (30, 37, 39). Overall,
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it has been proposed that support for the validity of the correlated
factor models comes from differential associations of the symp-
tom domains with criterion variables of functional impairment
(e.g., externalizing and internalizing behaviors). However, subscale
sum scores for different symptom domains may not only repre-
sent domain specific symptom variation but also variation that can
be traced to an underlying general symptom domain. Thus, such
differential associations with measures of functional impairment
could be compounded with influences from an underlying core
symptom domain.
More recently than the one-factor model and correlated factor
models, bifactor models have been proposed. They simultaneously
account for both the common variance (i.e., coherence) between
hyperactivity and the other core symptoms of ADHD with a latent
general (g) ADHD factor, and the unique separable variance of
hyperactivity, impulsivity, and inattention with specific domain
factors (s) that are independent (i.e., orthogonal) from the gen-
eral ADHD factor. Thus, to a greater extent than correlated factor
models, bifactor models promote the common variance between
symptom domains suggesting a unitary core construct underlying
all ADHD symptoms, while endorsing additional covariation that
manifests in orthogonal, specific symptom factors. During the last
years, a number of studies have compared the more traditional
correlated factor models with bifactor models and generally sup-
ported the superior model fit of the latter across a wide range of
age groups (i.e., children, adolescents, adults), informants (i.e., self,
parent, teacher, clinician ratings), methods of measurement (i.e.,
rating scales, interviews), and target populations [i.e., clinical and
community samples (28, 39–48)]. Nevertheless, substantial incon-
sistency remains with regard to the question of whether a specific
factor of hyperactivity can be distinguished from a specific factor
of impulsivity (28, 40, 45, 47, 48). Just as discussed for the corre-
lated factor models, the relative scarcity of impulsivity items may
limit the power to detect a separate specific factor representing
these symptoms separately from hyperactivity.
In sum, and although further studies and possibly the develop-
ment of further items to assess impulsivity are needed to shed light
on the question of separability between hyperactivity and impul-
sivity, a bifactor model framework seems to be a valid account of
hyperactivity in the context of ADHD and its phenotypic repre-
sentation for the following reasons: First, studies addressing the
question of the development of ADHD across the lifespan reveal
that it shows a substantial degree of stability and in many cases
persists into adulthood (49), even though the specific symptom
manifestation of this disorder may change with development [e.g.,
Ref. (50)]. This suggests a generic component, which lies at the core
of the disorder and is stable over time, along with additional spe-
cific manifestations that may fluctuate (43). Due to the lack of a
‘common core’ in correlated factor models, which assume interre-
lated but conceptually independent symptom domains, they lack
explanatory value for such a generic component. Second, quan-
titative genetic research (i.e., twin and adoption studies) suggest
that there are sets of genes that exclusively influence hyperactivity
and sets of genes that influence all domains of ADHD symptoms
[(51, 52); for a review of quantitative genetic research on ADHD
see (53)]. A bifactor model that represents a general ADHD symp-
tom factor as well as independent specific symptom factors may
be especially well suited to account for these findings. Third, the
bifactor model has been suggested to be in line with current eti-
ological models [e.g., Ref. (28, 43, 54)] such as multiple pathway
conceptions (17–19), which postulate that there are several distinct
developmental influences (i.e., ‘pathways’) that converge onto a
core symptom expression, while specificities do remain (20).
SYMPTOMATIC HYPERACTIVITY AND MOTORIC ACTIVITY IN
ADHD ON DIFFERENT DEVELOPMENTAL STAGES
Excessive motor activities are a first precursor of ADHD and often
observed by parents during toddlerhood, even though they are
hardly distinguishable from highly variable normative behaviors
during this developmental period. Most frequently, impairing lev-
els of hyperactivity are identified during the primary school years
with a majority of children (approximately 60–85%) continuing
to meet diagnostic criteria of ADHD throughout childhood and
into adolescence and adulthood [e.g., Ref. (55)]. Notably, pre-
dominantly boys show symptomatic hyperactivity [e.g., Ref. (56)].
Sparse research addressing the trajectory of hyperactivity through-
out development suggests a moderate stability (57). For instance,
sleep problems operationalized as movements during the night
(assessed by actigraphs) remain from childhood to adulthood
(58). For many individuals, overt signs of hyperactivity decline
from childhood into adulthood and may be confined with more
subjective states such as mental restlessness, jitteriness, or impa-
tience, indicating that the symptomatology undergoes substantial
changes during the developmental course (1, 59, 60).
However, until to date, knowledge about the development of
hyperactivity in the context of ADHD is limited and mainly
based on retrospective self-reports of symptoms [e.g., Ref. (57)]
which may well be affected by retrospective recall bias. To gain
a more fine-grained understanding of the development of symp-
tomatic hyperactivity and motoric activity across development,
prospective longitudinal studies are needed that address symptom
expressions as experienced by affected individuals themselves but
also significant other people (e.g., parents, teachers, peers).
ASSESSMENT METHODS FOR THE DETECTION OF
SYMPTOMATIC HYPERACTIVITY AND MOTORIC ACTIVITY IN
ADHD
Physical activity can be assessed with a variety of measures, includ-
ing subjective self-reports via survey questionnaires or more fre-
quent daily or hourly recalls, and more objective measures such as
wearable sensors (i.e., pedometers, accelerometers including those
built into mobile phones, heart rate sensors), doubly labeled water,
and direct observation.
So far, there is no single gold standard of measuring activity
across populations (e.g., children, adolescents, adults) and across
different assessment purposes [e.g., activity status in populations,
relationship of activity with short-term and long-term health and
well being, clinical and intervention research (61)]. With widely
varying time periods assessed (from minutes to days, weeks up to
several years, over the lifespan) and activity definitions regarding
activity dimension and intensity, findings obtained with different
activity measures can be difficult to compare. One important con-
sideration in choosing activity measures is assessment purpose:
It is important to clearly specify the research purpose as well as
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the exact frequency, duration, and distribution of activity of inter-
est and then choose the appropriate study design and assessment
instrument. For example, studying sedentary behavior over several
years to better understand the development of obesity will likely
have to recur to questionnaires; whereas a study relating micro-
movements of arms and legs to concurrent ADHD symptoms over
a short time period would combine several sensors on arms and
legs with frequent ADHD symptom assessments.
Self-report questionnaires are still the most commonly used
method for measuring activity due to their cost effective applica-
tion and low participant burden. Several reviews give an overview
of available measures in children and adolescents (62–65) and
adults (66–68). However, several other reviews also stated con-
cerns about the validity of self-reported activity for youth and
adults without clinical diagnoses as for instance ADHD (63,
67–70). Despite mostly acceptable reliability, the validity of PA
questionnaires is still low to moderate. However, the reviews iden-
tified several questionnaires that showed both good reliability and
acceptable validity [e.g.,FPACQ,Flemish physical activity comput-
erized questionnaire (71); PDPAR, previous day physical activity
recall (72); RPAR, recess physical activity recall (73)]. To sum up,
given that the validity of self-report questionnaires is limited in
youth and adults without ADHD, their validity and reliability is
even more questionable in children, adolescents, and adults with
ADHD. This is because problems with inattention and impulsiv-
ity interfere with accurately noticing, memorizing, and reporting
activity in a questionnaire, making reliable and valid self-reports
even less likely.
Sensor-based activity assessment with pedometers and
accelerometers has gained popularity in research (74–76) and
in everyday life over the past years. As activity sensors shrink
in size and have increasingly lasting batteries, they have become
widely used in activity research in children, adolescents, and adults
without ADHD. Wearable sensors require some buy-in from par-
ticipants, as they have to be trained how to wear them – over
the hip bone, usually putting them on in the morning and taking
them off at night and during water-based activities – and have to
give them back at the end of the study. Pedometers often do not
store wear time in addition to steps and thus miss an important
confounding variable for analysis; whereas accelerometers record
wear time so that it can be included in analyses. Standard cut offs
for valid days are at least 10 h of daily wear time (76). Among the
disadvantages of pedometers are that they miss acceleration and
speed of movement that should be especially interesting for under-
standing hyperactivity. Among their many advantages,pedometers
are affordable (i.e., participants can even keep them after the
study enabling continued self-monitoring), and they allow within-
person comparisons. Pedometers and accelerometers are useful
for measuring habitual activity in everyday life that is hard to
capture in questionnaires because it evades conscious attention.
Accelerometers can record more fine-grained activity information
(i.e., speed, timing of movement) that may be particularly relevant
for the assessment of hyperactivity. They can also detect move-
ment of arms and legs if worn on wrist and ankle. However, there
are also disadvantages of accelerometers and pedometers: Most
devices miss water-based activities (i.e., swimming) and underes-
timate activities that do not involve movement of the part of the
body where the sensor is located, as for example rowing or cycling
with an accelerometer worn at the hip (77).
Smart phones have built-in accelerometers and can be used to
measure activity. However, their assessment is less precise because
the phone is not consistently worn in the same position (e.g.,
hand, pocket, bag). In the same vein, GPS assessments can be
used but again are less precise about micro-movements. Heart rate
sensors provide a comprehensive method of measuring physical
exertion that captures many activities, not only vertical movement.
Other methods for determining activity, such as doubly labeled
water, multichannel devices combining accelerometers with respi-
ration rate, electrocardiography, or electromyography and direct
observation are expensive and can be burdensome for participants
and are therefore more frequently used in smaller studies within
the lab.
So far, there are few studies that have used sensor-based activ-
ity assessments in children and adolescents – and even fewer in
those with ADHD. Thus, particularly in individuals with ADHD
the cut-off points and algorithms for counting a movement as
motion and classifying activity are still being developed. How-
ever, children diagnosed with ADHD differ from those without
ADHD in the amount and intensity of their movements, as has
been shown with different techniques of measuring movements,
such as motion tracking systems using infrared motion analysis
[(78); see also Ref. (79) for the Qb test], parent and teacher rating
scales (80), and accelerometers (2). This knowledge has been used
to identify children with ADHD with moderate accuracy measur-
ing their activity with accelerometers over a 2-hour period (2) and
with good accuracy measuring activity for 24 h (81).
In addition to comparisons of the amount and intensity of
PA over a prolonged period of time, more fine-grained analyses
of movements could also be informative. Modern accelerometers
provide the opportunity to obtain data measured at very high res-
olutions (milli-G) and at very small time intervals (100th of a
second). This allows not only for a measurement of the amount of
activity, but also of more detailed qualitative differences in activ-
ities. These differences can already be detected with rather short
measurement times. For example, it is possible to distinguish dif-
ferent kinds of activities by analyzing raw accelerometer data [e.g.,
Ref. (82, 83)]. In these studies, accelerometer data were accurately
classified into different kinds of activities using Support Vector
Machines [SVMs (84, 85)]. SVMs are machine learning techniques
that allow for the classification of data into different categories.
The great advantage of SVMs for this purpose lies in their ability
to deal with highly complex and non-linear associations between
accelerometer data and the corresponding categories of activity.
Therefore, SVMs are perfectly suited to classify subjects as either
having or not having ADHD. In recent years, this has already been
done with quite some success with the use of different kinds of
data, such as EEG (86, 87), inertial measurement units [IMU (88)],
and MRI data (89–91).
These considerations indicate that fine-grained data from mod-
ern accelerometers, analyzed with SVMs, could be beneficial in two
respects. First, they could be used to accurately identify children
with ADHD with relatively little effort, in terms of both time and
money. Second, those characteristics of accelerometer data that
prove to be useful for distinguishing participants with and without
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ADHD could be further analyzed. By doing so, new insights about
the nature of ADHD and hyperactivity could be obtained. These
insights would go beyond the concept that was used in previ-
ous accelerometer studies on ADHD, namely that children with
ADHD merely show higher amounts and intensities of activity.
Hence, they could help to refine the concepts related to ADHD
and hyperactivity (e.g., fidgeting, jitteriness), making them more
objectively accessible, and less susceptible to subjective ratings.
MODIFYING ADHD AND ADHD RELATED SYMPTOMS
Vigorous PA interventions in general address several areas that
are problematic for children, adolescents, and adults with ADHD.
For instance, short- and long-term interventions for increasing
vigorous PA have led to improved mood and improved execu-
tive functioning (i.e., neuropsychological functions as for instance
inhibition, shifting/task-switching, working memory), especially
to improved inhibition performance in children, adolescents, and
adults (92–94). Hence, enhancing vigorous PA could be an impor-
tant additional treatment option for children with ADHD, ame-
liorating both comorbid affective disorders and deficits in execu-
tive functioning without potential negative side effects. Children
diagnosed with ADHD might particularly benefit from PA inter-
ventions treating ADHD symptoms and comorbid problems due
to various reasons: (a) PA might improve children’s emotional and
social functioning in addition to having a positive effect on their
cognitive functioning (95–97), (b) PA prevents health problems
such as weight gain and obesity, which are common in children
with ADHD due to impulsive behavior as for instance impulsive
unhealthy snacking (98), (c) PA does not interact negatively with
other therapy programs (e.g., medication with MPH, cognitive
behavioral therapy), and (d) PA can easily be integrated into the
everyday routine of children (e.g., in schools).
However, only few observational and single-case studies have
reported improved attention and reduced hyperactivity (i.e., fid-
getiness) in children with ADHD following regular PA sessions
(99). Only recently, research investigated potential benefits of vig-
orous PA in children and adolescents with ADHD and found
positive effects of various types of short- and long-term PA inter-
ventions on behavioral, (neuro-)cognitive, and comorbid symp-
toms associated with ADHD (99, 100). For instance, Medina et al.
(101) examined the impact of running on a treadmill for 30 min
in boys diagnosed with ADHD and showed improved sustained
attention irrespective of medication use. More specifically, chil-
dren improved on response time and vigilance in a Continuous
Performance Test while decreasing in impulsivity after being phys-
ically active for 30 min. Tantillo et al. (102) tested the efficacy of
treadmill walking versus quiet rest on the management of behav-
ioral features of ADHD in 8- to 12-year-old children compared to
matched comparison children. Improved motoric functions after
exercise were found only in boys with ADHD. However, findings
should be considered preliminary, as the sample size was rather
small (i.e., 18 participants). Finally, Pontifex et al. (103) found that
a single 20-min bout of exercise (i.e., again treadmill running)
improved inhibitory performance and neurocognitive functions
(i.e., EEG measures) in children with ADHD in particular.
Regarding long-term PA, Gapin and Etnier (99) found that
higher levels of PA as measured by accelerometers were associated
with better executive function performance in 18 boys with
ADHD. Moderate-to-vigorous PA predicted the performance on
the Tower of London planning task and was positively associ-
ated with other executive function measures. In a randomized
study, Verret et al. (104) tested the effects of a moderate- to high-
intensity PA program on fitness, cognitive functioning, and ADHD
symptoms over 10 weeks in 21 children diagnosed with ADHD.
Children in the treatment group showed better information pro-
cessing and parents reported fewer attention problems as well as
a lower total number of problems at follow-up than at baseline
compared to children in the control group. In a pilot study, Smith
et al. (105) investigated a daily 26-min continuous moderate-to-
vigorous PA program before school that lasted for 8 weeks and
found positive effects on inattention, hyperactive, and impulsive
symptoms in children with ADHD: Response inhibition improved
following the program, and ratings by parents, teachers, and pro-
gram staff indicated overall improvements of motor, cognitive,
and behavioral functioning in two thirds of participating chil-
dren. Jensen and Kenny (106) randomly assigned 19 boys with
ADHD stabilized on medication to a 20-session yoga group or a
control group with cooperative activities. Both groups improved
in hyperactive and impulsive behavior and the global DSM eval-
uation of ADHD. However, yoga decreased oppositional, restless,
and impulsive behavior, and those in the yoga group who engaged
in more home practice showed greater improvement for attention
and affective lability.
The aforementioned studies demonstrate potential positive
effects of PA interventions in children with ADHD. However, all
studies are clearly underpowered and replication studies are war-
ranted. Moreover, this claim for replication studies is underscored
by a recent meta-analysis investigating the effects of acute bouts of
PA in children with ADHD in laboratory and field studies, which
revealed inconclusive results (107). Some laboratory studies found
significant improvements on cognitive tasks (i.e., tasks measuring
visual attention referring to symptomatic attention problems in
ADHD and executive functions referring to underlying cognitive
deficits in ADHD). One laboratory study (108) found a signifi-
cant improvement in response times in a visual attention task, one
study showed a maintenance of accuracy (109), and three studies
showed a significant reduction of error rates but no influence on
response times (103, 110, 111).
The meta-analysis also revealed that with respect to school set-
tings, no effects of PA (i.e., as implemented in so called active
lessons) on dependent variables such as measures of attention
could be found. However, subgroups as elementary school chil-
dren (112) seem to benefit from PA interventions. This is impor-
tant because in this age group ADHD diagnoses are given fre-
quently compared to other age groups. Furthermore, specific
sports and activities as for instance coordinative exercises seem
to be particularly helpful (113).
Thus, direct positive effects of acute and chronic PA interven-
tions on ADHD symptomatic behavior including hyperactivity
seem to be possible. Still, there is scarce research revealing het-
erogeneous results. An important research question that is still
unanswered is whether there is a direct route of improving ADHD
symptoms (i.e., hyperactivity) via PA or an indirect route improv-
ing for example executive function deficits leading to a subsequent
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improvement of ADHD symptoms. In the same vein it might also
be the case that comorbid emotional deficits as for instance affec-
tive lability shown by children and adolescents with ADHD is
altered via PA interventions leading to subsequent improvement
of core ADHD symptoms (i.e., hyperactivity). More specifically,
ADHD and affective problems are common co-morbidities in
youths (114) and it might be the case that PA interventions
target those affective problems and not the ADHD symptoms
per se.
The association between vigorous PA and improved affect is
well established and PA interventions have been shown to have
positive effects on affect in healthy adults (115). While there is
empirical evidence that children and adolescents accrue mental
health benefits from PA interventions in general [e.g., Ref. (96)],
until now, the specific link between physical activities and affect
among children and adolescents has only been investigated in a
few studies (116). A 10-year longitudinal study suggests that dur-
ing adolescence, changes in leisure-time PA and negative affect
are related inversely, that is, decreasing levels of PA are correlated
with a rising prevalence of negative affect (117). In the same vein,
a meta-analysis of studies investigating the depression-reducing
effects of vigorous PA interventions on children and adolescents
revealed effects in favor of the physically active group (118). Thus,
vigorous PA is associated with lower levels of negative affect in
children, adolescents, and adults in observational studies and
randomized controlled trials.
Concretely, three studies have addressed the effects of PA
on affective symptoms shown by children with ADHD so far.
Jensen and Kenny (106) randomly assigned medicated boys with
ADHD to a 20-session yoga condition or a control condition
with cooperative leisure activities. Children in both conditions
showed improvement in hyperactive and impulsive behaviors and
in the global DSM evaluation of ADHD. Yoga decreased oppo-
sitional, restless, and impulsive behavior, and the children in the
yoga condition who engaged in more home practicing of yoga
showed greater improvement in attention and emotional stabil-
ity. Kiluk et al. (119) found that participation in PA predicted less
severe anxiety and depression in children with ADHD. Scores on
parental reports of affect and behavior indicated that children with
ADHD who participated in three or more sports displayed fewer
symptoms of anxiety and depression compared to those children
with ADHD who participated in fewer than three sports. Ver-
ret et al. (104) found in their exploratory but randomized study
that teachers reported lower anxiety-depression scores and fewer
social problems in children with ADHD after a 10-week PA pro-
gram. In summary, PA interventions appear to improve not only
executive functioning but also negative affect in children with and
without ADHD.
SUMMARY
A bifactor model that represents a general ADHD symptom factor
as well as independent specific symptom factors seems to be the
best model to characterize the disorder. With regard to measuring
hyperactivity as one of the ADHD symptoms only few studies have
used sensor-based activity assessments in children and adolescents
with ADHD. However, fine-grained accelerometer data analyzed
with SVMs could potentially be useful to distinguish children
with hyperactivity symptoms from those showing no hyperactivity
symptoms. Moreover, further studies might also want to investi-
gate the influence of medication (with MPH and Atomoxetine)
and cognitive behavioral therapy on accelerometer data analyzed
with SVMs. This is important because results could potentially
inform about optimal treatments for individual children (i.e., tai-
lored therapy). In order to gain further insight into the usefulness
of PA interventions for children with motoric activity and hyper-
activity as in children with diagnosed ADHD, it is important to
investigate effects of PA regarding several aspects. First, the effects
of everyday PA (i.e., biking to school, active lessons in school) and
organized, structured sports need to be disentangled. Second, the
dose–response relationship is in the need of being investigated:
How often and for how long should children with ADHD take
part in physical activities to receive an optimal level of their symp-
tomatic behavior (i.e., fidgetiness in school). Third, interactions of
medication with MPH or Atomoxetine and PA are understudied
as well.
ACKNOWLEDGMENTS
The preparation of this paper was partly funded by the federal
state government of Hesse (LOEWE initiative). We acknowledge
support from Deutsche Forschungsgemeinschaft and Open Access
Publishing Fund of Tuebingen University.
REFERENCES
1. American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders. 5th ed. Arlington, VA: American Psychiatric Publishing (2013).
2. Wood AC, Asherson P, Rijsdijk F, Kuntsi J. Is overactivity a core feature
in ADHD? Familial and receiver operating characteristic curve analysis of
mechanically assessed activity level. J Am Acad Child Adolesc Psychiatry (2009)
48:1023–30. doi:10.1097/CHI.0b013e3181b54612
3. Yoon SYR, Jain U, Shapiro C. Sleep in ADHD in children and adults: past
present, and future. Sleep Med Rev (2012) 16:371–88. doi:10.1016/j.smrv.2011.
07.001
4. Cook BG, Li D, Heintrich KM. Obesity, physical activity, and sedentary behav-
ior of youth with learning disabilities and ADHD. J Learn Disabil (2014).
doi:10.1177/0022219413518582
5. Anderson SE, Cohen P, Naumova EN, Must A. Association of depression and
anxiety disorders with weight change in a prospective community-based study
of children followed up into adulthood. Arch Pediatr Adolesc Med (2006)
160(3):285. doi:10.1001/archpedi.160.3.285
6. Davis C, Levitan R, Smith M, Tweed M, Curtis C. Association among overeat-
ing, overweight, and attention deficit/hyperactivity disorder: a structural equa-
tions modeling approach. Eat Behav (2006) 7:266–74. doi:10.1016/j.eatbeh.
2005.09.006
7. Kim J, Mutyala B, Agiovlasitis S, Fernhall B. Health behaviors and obesity
among US children with attention deficit hyperactivity disorder by gender and
medication use. Prev Med (2011) 52(3–4):218–22. doi:10.1016/j.ypmed.2011.
01.003
8. Gawrilow C, Stadler G, Langguth N, Naumann A, Boeck A. Physical activity,
affect, and cognition in children with symptoms of attention deficit hyperac-
tivity disorder. J Atten Disord (2013). doi:10.1177/1087054713493318
9. Polanczyk G, de Lima MS, Horta BL, Biederman J, Rohde LA. The worldwide
prevalence of ADHD: a systematic review and metaregression analysis. Am
J Psychiatry (2007) 164(6):942–8. doi:10.1176/appi.ajp.164.6.942
10. Van der Meere J. The role of attention. In: Sandberg S, editor. Monographs on
Child and Adolescent Psychiatry Second Edition. Cambridge: University Press
(2002). p. 162–213.
11. Van der Meere J. State regulation and attention deficit hyperactivity disorder.
In: Gozal D, Molfese DL, editors. Attention Deficit Hyperactivity Disorder: from
Genes to Patients. Totawa: Humana Press Inc (2005). p. 162–213.
12. Sanders AF. Towards a model of stress and performance. Acta Psychol (1983)
53:61–97. doi:10.1016/0001-6918(83)90016-1
www.frontiersin.org November 2014 | Volume 5 | Article 171 | 7
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Gawrilow et al. Hyperactivity and motoric activity in ADHD
13. Sanders AF, van Duren LL. Stimulus control of visual fixation duration in a
single saccade paradigm. Acta Psychol (1998) 99:163–76. doi:10.1016/S0001-
6918(98)00009-2
14. Sonuga-Barke EJS. Interval length and time-use by children with AD/HD:
a comparison of four models. Journal of Abnormal Child Psychology (2002)
30(3):257–64.
15. Van der Meere J, Vreeling H, Sergeant J. A motor presetting study in hyperac-
tive, learning disabled and control children. J Child Psychol Psychiatry (1992)
33(8):1347–54. doi:10.1111/j.1469-7610.1992.tb00954.x
16. Scheres A, Oosterlaan J, Sergeant JA. Response execution and inhibition in
children with AD/HD and other disruptive disorders: the role of behavioural
activation. J Child Psychol Psychiatry (2001) 42(3):347–57. doi:10.1111/1469-
7610.00728
17. Nigg JT, Goldsmith HH, Sachek J. Temperament and attention deficit hyper-
activity disorder: the development of a multiple pathway model. J Clin Child
Adolesc Psychol (2004) 33(1):42–53. doi:10.1207/S15374424JCCP3301_5
18. Sonuga-Barke EJS. The dual pathway model of AD/HD: an elabora-
tion of neuro-developmental characteristics. Neurosci Biobehav Rev (2003)
27(7):593–604. doi:10.1016/j.neubiorev.2003.08.005
19. Sonuga-Barke EJS, Bitsakou P, Thompson M. Beyond the dual pathway model:
evidence for the dissociation of timing, inhibitory, and delay-related impair-
ments in attention-deficit/hyperactivity disorder. J Am Acad Child Adolesc Psy-
chiatry (2010) 49(4):345–55. doi:10.1097/00004583-201004000-00009
20. Chen FF, West S, Sousa K. A comparison of bifactor and second-order
models of quality of life. Multivariate Behav Res (2006) 41(2):189–225.
doi:10.1207/s15327906mbr4102_5
21. Barkley RA. Defiant Children: A Clinician’s Manual for Assessment and Parent
Training. New York: Guilford Press (1997).
22. Wilbertz G, Trueg A, Sonuga-Barke EJ, Blechert J, Philipsen A, van Elst L. Neural
and psychophysiological markers of delay aversion in attention-deficit hyper-
activity disorder. J Abnorm Psychol (2013) 122:566–72. doi:10.1037/a0031924
23. Sonuga-Barke EJS. On dysfunction and function in psychological accounts of
childhood disorder. J Child Psychol Psychiatry (1994) 42:199–210.
24. Sagvolden T, Johansen EB,Aase H, RussellVA. A dynamic developmental theory
of attention-deficit/hyperactivity disorder (ADHD) predominantly hyperac-
tive/impulsive and combined subtypes. Behav Brain Sci (2005) 28(3):397–419.
doi:10.1017/S0140525X05000075
25. Bauermeister J,Bird H,Canino G,Rubio-Stipec M,Bravo M,Alegría M. Dimen-
sions of attention deficit hyperactivity disorder: findings from teacher and par-
ent reports in a community sample. J Clin Child Psychol (1995) 24(3):264–71.
doi:10.1207/s15374424jccp2403_3
26. DuPaul GJ, Anastopoulos AD, Power TJ, Reid R, Ikeda MJ, McGoey KE. Par-
ent ratings of attention-deficit/hyperactivity disorder symptoms: factor struc-
ture and normative data. J Psychopathol Behav Assess (1998) 20(1):83–102.
doi:10.1023/A:1023087410712
27. Lahey B, Pelham W, Schaughency EA, Atkins MS, Murphy HA, Hynd G, et al.
Dimensions and types of attention deficit disorder. J Am Acad Child Adolesc
Psychiatry (1988) 27(3):330–5. doi:10.1097/00004583-198805000-00011
28. Gibbins C, Toplak ME, Flora DB, Weiss MD, Tannock R. Evidence for a gen-
eral factor model of ADHD in adults. J Atten Disord (2012) 16(8):635–44.
doi:10.1177/1087054711416310
29. Bauermeister J,Alegría M,Bird HR,Rubio-Stipec M,Canino G. Are attentional-
hyperactivity deficits unidimensional or multidimensional syndromes? Empir-
ical findings from a community survey. J Am Acad Child Adolesc Psychiatry
(1992) 31(3):423–31. doi:10.1097/00004583-199205000-00007
30. Burns GL, Boe B, Walsh JA, Sommers-Flanagan R, Teegarden LA. A confirma-
tory factor analysis on the DSM-IV ADHD and ODD symptoms: what is the
best model for the organization of these symptoms? J Abnorm Child Psychol
(2001) 29(4):339–49. doi:10.1023/A:1010314030025
31. Collett BR. The factor structure of DSM-IV attention deficit-hyperactivity
symptoms: a confirmatory factor analysis of the ADHD-SRS. J Psychoeduc
Assess (2000) 18(4):361–73. doi:10.1177/073428290001800406
32. Glutting JJ, Youngstrom EA, Watkins MW. ADHD and college students:
exploratory and confirmatory factor structures with student and parent data.
Psychol Assess (2005) 17(1):44–55. doi:10.1037/1040-3590.17.1.44
33. Gomez R, Harvey J, Quick C, Scharer I, Harris G. DSM-IV AD/HD: confirma-
tory factor models, prevalence, and gender and age differences based on par-
ent and teacher ratings of Australian primary school children. J Child Psychol
Psychiatry (1999) 40(2):265–74. doi:10.1111/1469-7610.00440
34. Span SA, Earleywine M, Strybel TZ. Confirming the factor structure of atten-
tion deficit hyperactivity disorder symptoms in adult, nonclinical samples. J
Psychopathol Behav Assess (2002) 24(2):129–36. doi:10.1023/A:1015396926356
35. Rohde LA, Barbosa G, Polanczyk G, Eizirik M, Rasmussen ER, Neuman RJ,
et al. Factor and latent class analysis of DSM-IV ADHD symptoms in a school
sample of Brazilian adolescents. J Am Acad Child Adolesc Psychiatry (2001)
40(6):711–8. doi:10.1097/00004583-200106000-00017
36. Molina BS, Smith BH, Pelham WE. Factor structure and criterion validity of
secondary school teacher ratings of ADHD and ODD. J Abnorm Child Psychol
(2001) 29(1):71–82. doi:10.1023/A:1005203629968
37. Wolraich M, Lambert E. Teachers’ screening for attention deficit/hyperactivity
disorder: comparing multinational samples on teacher ratings of ADHD.
J Abnorm Child Psychol (2003) 31(4):445–55. doi:10.1023/A:1023847719796
38. Pillow DR, Pelham WE, Hoza B, Molina BS, Stultz CH. Confirmatory fac-
tor analyses examining attention deficit hyperactivity disorder symptoms
and other childhood disruptive behaviors. J Abnorm Child Psychol (1998)
26(4):293–309. doi:10.1023/A:1022658618368
39. Ullebø AK, Breivik K, Gillberg C, Lundervold AJ, Posserud M-B. The fac-
tor structure of ADHD in a general population of primary school children.
J Child Psychol Psychiatry (2012) 53(9):927–36. doi:10.1111/j.1469-7610.2012.
02549.x
40. Caci HM, Morin AJ, Tran A. Teacher ratings of the ADHD-RS IV in a com-
munity sample: results from the ChiP-ARD study. J Atten Disord (2013).
doi:10.1177/1087054712473834
41. Dumenci L, McConaughy SH, Achenbach TM. A hierarchical three-factor
model of inattention-hyperactivity–impulsivity derived from the attention
problems syndrome of the teacher’s report form. School Psych Rev (2004)
33(2):287–301.
42. Gomez R, Vance A, Gomez RM. Validity of the ADHD bifactor model in
general community samples of adolescents and adults, and a clinic-referred
sample of children and adolescents. J Atten Disord (2013). doi:10.1177/
1087054713480034
43. Martel MM, von Eye A, Nigg JT. Revisiting the latent structure of ADHD: is
there a “g” factor? J Child Psychol Psychiatry (2010) 51(8):905–14. doi:10.1111/
j.1469-7610.2010.02232.x
44. Martel MM, von Eye A, Nigg J. Developmental differences in struc-
ture of attention-deficit/hyperactivity disorder (ADHD) between child-
hood and adulthood. Int J Behav Dev (2012) 36(4):279–92. doi:10.1177/
0165025412444077
45. Morin AJS, Tran A, Caci H. Factorial validity of the ADHD adult symptom
rating scale in a French community sample: results from the ChiP-ARD study.
J Atten Disord (2013). doi:10.1177/1087054713488825
46. Normand S, Flora DB, Toplak ME, Tannock R. Evidence for a general ADHD
factor from a longitudinal general school population study. J Abnorm Child
Psychol (2012) 40(4):555–67. doi:10.1007/s10802-011-9584-5
47. Toplak ME, Pitch A, Flora DB, Iwenofu L, Ghelani K, Jain U, et al. The unity
and diversity of inattention and hyperactivity/impulsivity in ADHD: evidence
for a general factor with separable dimensions. J Abnorm Child Psychol (2009)
37(8):1137–50. doi:10.1007/s10802-009-9336-y
48. Toplak ME, Sorge GB, Flora DB, Chen W, Banaschewski T, Buitelaar J, et al.
The hierarchical factor model of ADHD: invariant across age and national
groupings? J Child Psychol Psychiatry (2012) 53(3):292–303. doi:10.1111/j.
1469-7610.2011.02500.x
49. Faraone SV, Biederman J, Mick E. The age-dependent decline of attention
deficit hyperactivity disorder: a meta-analysis of follow-up studies. Psychol Med
(2006) 36(2):159–65. doi:10.1017/S003329170500471X
50. Lahey B, Pelham W, Loney J, Lee SS, Willcutt E. Instability of the DSM-IV
subtypes of ADHD from preschool through elementary school. Arch Gen Psy-
chiatry (2005) 62:896–902. doi:10.1001/archpsyc.62.8.896
51. Greven CU, Asherson P, Rijsdijk FV, Plomin R. A longitudinal twin study on the
association between inattentive and hyperactive-impulsive ADHD symptoms.
J Abnorm Child Psychol (2011) 39(5):623–32. doi:10.1007/s10802-011-9513-7
52. McLoughlin G, Ronald A, Kuntsi J, Asherson P, Plomin R. Genetic support
for the dual nature of attention deficit hyperactivity disorder: substantial
genetic overlap between the inattentive and hyperactive-impulsive compo-
nents. J Abnorm Child Psychol (2007) 35(6):999–1008. doi:10.1007/s10802-
007-9149-9
53. Frazier-Wood AC, Rommel AS, Kuntsi J. Attention deficit hyperactivity dis-
order: insight from quantitative genetic research. In: Rhee SH, Ronald A,
Frontiers in Psychiatry | Schizophrenia November 2014 | Volume 5 | Article 171 | 8
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Gawrilow et al. Hyperactivity and motoric activity in ADHD
editors. Behavior Genetics of Psychopathology,Vol. 1. New York: Springer (2014).
p. 1–32. doi:10.1007/978-1-4614-9509-3_1
54. Martel M, Nikolas M, Nigg JT. Executive function in adolescents with ADHD.
J Am Acad Child Adolesc Psychiatry (2007) 46(11):1437–44. doi:10.1097/chi.
0b013e31814cf953
55. Riddle MA,Yershova K, Lazzaretto D, Paykina N,Yenokyan G, Greenhill L, et al.
the preschool attention-deficit/hyperactivity disorder treatment study (PATS)
6-year follow-up. J Am Acad Child Adolesc Psychiatry (2013) 52(3):264.e–78.e.
doi:10.1016/j.jaac.2012.12.007
56. Larsson H, Dilshad R, Lichtenstein P, Barker ED. Developmental trajectories of
DSM-IV symptoms of attention-deficit/hyperactivity disorder: genetic effects,
family risk and associated psychopathology. J Child Psychol Psychiatry (2011)
52(9):954–63. doi:10.1111/j.1469-7610.2011.02379.x
57. Kessler R, Green J. Structure and diagnosis of adult attention-deficit/ hyper-
activity disorder: analysis of expanded symptom criteria from the adult
ADHD clinical diagnostic scale. Arch Gen Psychiatry (2010) 67(11):1168–78.
doi:10.1001/archgenpsychiatry.2010.146
58. Gamble KL, May RS, Besing RC, Tankersly AP, Fargasaon RE. Delayed sleep
timing and symptoms in adults with ADHD: a controlled actigraphy study.
Chronobiol Int (2013) 30:598–606. doi:10.3109/07420528.2012.754454
59. Biederman J, Mick E, Faraone SV. Age-dependent decline of symptoms of
attention deficit hyperactivity disorder: impact of remission definition and
symptom type. Am J Psychiatry (2000) 157(5):816–8. doi:10.1176/appi.ajp.
157.5.816
60. Millstein RB,Wilens TE, Biederman J, Spencer TJ. Presenting ADHD symptoms
and subtypes in clinically referred adults with ADHD. J Atten Disord (1997)
2(3):159–66. doi:10.4088/JCP.08m04785pur
61. Troiano RP. Large-scale applications of accelerometers: new frontiers and
new questions. Med Sci Sports Exerc (2007) 39(9):1501. doi:10.1097/mss.
0b013e318150d42e
62. Adamo KB, Prince SA, Tricco AC, Connor-Gorber S, Tremblay M. A compar-
ison of indirect versus direct measures for assessing physical activity in the
pediatric population: a systematic review. Int J Pediatr Obes (2009) 4:2–27.
doi:10.1080/17477160802315010
63. Chinapaw MJ, Mokkink LB, van Poppel MN, van Mechelen W, Terwee CB.
Physical activity questionnaires for youth: a systematic review of measurement
properties. Sports Med (2010) 40:539–63. doi:10.2165/11530770-000000000-
00000
64. Kohl HW, Fulton JE, Caspersen CJ. Assessment of physical activity among
children and adolescents: a review and synthesis. Prev Med (2000) 31:54–76.
doi:10.1006/pmed.1999.0542
65. Oliver M, Schofield GM, Kolt GS. Physical activity in preschoolers: under-
standing prevalence and measurement issues. Sports Med (2007) 37:1045–70.
doi:10.2165/00007256-200737120-00004
66. Pereira MA, Fitzergerald SJ, Gregg EW, Joswiak ML, Ryan WJ, Suminski RR,
et al. A collection of physical activity questionnaires for health-related research.
Med Sci Sports Exerc (1997) 29:S1–205.
67. Helmerhorst HJ, Brage S, Warren J, Besson H, Ekelund U. A systematic
review of reliability and objective criterion-related validity of physical activity
questionnaires. Int J Behav Nutr Phys Act (2012) 9(1):1–55. doi:10.1186/1479-
5868-9-103
68. Van Poppel MN, Chinapaw MJ, Mokkink LB, van Mechelen W, Terwee CB.
Physical activity questionnaires for adults: a systematic review of measurement
properties. Sports Med (2010) 40:565–600. doi:10.2165/11531930-000000000-
00000
69. Prince SA, Adamo KB, Hamel ME, Hardt J, Gorber SC, Tremblay M. A com-
parison of direct versus self-report measures for assessing physical activity
in adults: a systematic review. Int J Behav Nutr Phys Act (2008) 5:56–80.
doi:10.1186/1479-5868-5-56
70. Sallis JF, Saelens BE. Assessment of physical activity by self report: status, limi-
tations, and future directions. Res Q Exerc Sport (2000) 71:1–14.
71. Matton L, Wijndaele K, Duvigneaud N, Duquet W, Philippaerts R, Thomis
M, et al. Reliability and validity of the Flemish physical activity computerized
questionnaire in adults. Res Q Exerc Sport (2007) 78:293–306. doi:10.1080/
02701367.2007.10599427
72. Allor KM, Pivarnik JM. Stability and convergent validity of three physical activ-
ity assessments. Med Sci Sports Exerc (2001) 33:671–6. doi:10.1097/00005768-
200104000-00025
73. Martinez-Gomez D, Calabro MA, Welk GJ, Marcos A, Veiga OL. Reliability and
validity of a school recess physical activity recall in Spanish youth. Pediatr Exerc
Sci (2010) 22:218–30.
74. Baptista F, Santos DA, Silva AM, Mota J, Santos R, Vale S, et al. Prevalence of
the portuguese population attaining sufficient physical activity. Med Sci Sports
Exerc (2012) 44:466–73. doi:10.1249/MSS.0b013e318230e441
75. Hansen BH, Kolle E, Dyrstad SM, Holme I, Anderssen SA. Accelerometer-
determined physical activity in adults and older people. Med Sci Sports Exerc
(2012) 44:266–72. doi:10.1249/MSS.0b013e31822cb354
76. Troiano RP, Berrigan D, Dodd KW, Masse LC, Tilert T, McDowell M. Physical
activity in the United States measured by accelerometer. Med Sci Sports Exerc
(2008) 40:181–8. doi:10.1249/mss.0b013e31815a51b3
77. Trost SG, McIver KL, Pate RR. Conducting accelerometer-based activity assess-
ments in field-based research. Med Sci Sports Exerc (2005) 37(11):531–43.
doi:10.1249/01.mss.0000185657.86065.98
78. Teicher MH, Ito Y, Glod CA, Barber NI. Objective measurement of hyperac-
tivity and attentional problems in ADHD. J Am Acad Child Adolesc Psychiatry
(1996) 35:334–42. doi:10.1097/00004583-199603000-00015
79. Ramtvedt BE, Roinas E, Aabech HS, Sundet KS. Clinical gains from includ-
ing both dextroamphetamine and methylphenidate in stimulant trials.
J Child Adolesc Psychopharmacol (2013) 23:597–604. doi:10.1089/cap.2012.
0085
80. Tseng W-L, Kawabata Y, Gau SS-F, Crick NR. Symptoms of ADHD and peer
functioning: a transactional model of development. J Abnorm Child Psychol
(2014) 42:1353–65. doi:10.1007/s10802-014-9883-8
81. Martín-Martínez D, Casaseca-de-la-Higuera P, Alberola-López S, Andrés-de-
Llano J, López-Villalobos JA, Ardura-Fernández J, et al. Nonlinear analysis of
actigraphic signals for the assessment of the attention-deficit/hyperactivity
disorder (ADHD). Med Eng Phys (2012) 34(9):1317–29. doi:10.1016/j.
medengphy.2011.12.023
82. He Z, Jin L. Activity Recognition from Acceleration Data Based on Discrete Cosine
Transform and SVM. San Antonio, TX: Proceedings of the IEEE International
Conference on systems, man, and Cybernetics – SMC 2009 (2009).
83. Kühnhausen J, Leonhardt A, Dirk J, Schmiedek F. Physical activity and
affect in elementary school children’s daily lives. Front Psychol (2013) 4:456.
doi:10.3389/fpsyg.2013.00456
84. Boser BE, Guyon IM,Vapnik VN. A training algorithm for optimal margin clas-
sifiers. In: Haussler D, editor. Proceedings of the 5th Annual ACM Workshop on
Computational Learning Theory COLT’92. Pittsburgh, PA: ACM Press (1992).
p. 144–52.
85. Cortes C,Vapnik VN. Support-vector networks. Mach Learn (1995) 20:273–97.
doi:10.1023/A:1022627411411
86. Abibullaev B, An J. Decision support algorithm for diagnosis of ADHD using
electroencephalograms. J Med Syst (2012) 36:2675–88. doi:10.1007/s10916-
011-9742-x
87. Mueller A, Candrian G, Kropotov JD, Ponomarev VA, Baschera GM. Clas-
sification of ADHD patients on the basis of independent ERP components
using a machine learning system. Nonlinear Biomed Phys (2010) 4(Suppl 1):S1.
doi:10.1186/1753-4631-4-S1-S1
88. O’Mahony N, Florentino-Liano B, Carballo JJ, Baca-García E, Rodríguez AA.
Objective diagnosis of ADHD using IMUs. Med Eng Phys (2014) 36:922–6.
doi:10.1016/j.medengphy.2014.02.023
89. Chang CW, Ho CC, Chen JH. ADHD classification by a texture analysis of
anatomical brain MRI data. Front Syst Neurosci (2012) 6:66. doi:10.3389/fnsys.
2012.00066
90. Colby JB, Rudie JD, Brown JA, Douglas PK, Cohen MS, Shehzad Z. Insights
into multimodal imaging classification of ADHD. Front Syst Neurosci (2012)
6:59. doi:10.3389/fnsys.2012.00059
91. Johnston BA,Mwangi B,Matthews K,Coghill D,Konrad K,Steele JD. Brainstem
abnormalities in attention deficit hyperactivity disorder support high accu-
racy individual diagnostic classification. Hum Brain Mapp (2014) 35:5179–89.
doi:10.1002/hbm.22542
92. Barenberg J, Berse T, Dutke S. Executive functions in learning processes: do
they benefit from physical activity? Educ Res Rev (2011) 6:208–22. doi:10.1016/
j.edurev.2011.04.002
93. Best JR. Effects of physical activity on children’s executive function: contribu-
tions of experimental research on aerobic exercise. Dev Rev (2010) 30:331–51.
doi:10.1016/j.dr.2010.08.001
www.frontiersin.org November 2014 | Volume 5 | Article 171 | 9
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Gawrilow et al. Hyperactivity and motoric activity in ADHD
94. Colcombe S, Kramer AF. Fitness effects on the cognitive function of older
adults: a meta-analytic study. Psychol Sci (2003) 14:125–30. doi:10.1111/1467-
9280.t01-1-01430
95. Ahn S, Feweda AL. A meta-analysis of the relationship between children’s
physical activity and mental health. J Pediatr Psychol (2011) 36:385–97.
doi:10.1093/jpepsy/jsq107
96. Biddle SJH, Asare M. Physical activity and mental health in children and ado-
lescents: a review of reviews. Br J Sports Med (2011) 45:886–95. doi:10.1136/
bjsports-2011-090185
97. Dunn AL, Weintraub P. Exercise in the prevention and treatment of adolescent
depression: a promising but little researched intervention. Am J Lifestyle Med
(2008) 2(6):1–12. doi:10.1177/1559827608323225
98. Cortese S, Angriman M, Maffeis C, Isnard P, Konofal E, Lecendreux M,
et al. Attention – deficit/hyperactivity disorder (ADHD) and obesity: a sys-
tematic review of the literature. Crit Rev Food Sci Nutr (2008) 48:524–37.
doi:10.1080/10408390701540124
99. Gapin JI, Etnier JL. The relationship between physical activity and executive
function performance in children with attention-deficit hyperactivity disorder.
J Sport Exerc Psychol (2010) 32:753–63.
100. Gapin JI, Labban JD, Etnier JL. The effects of physical activity on atten-
tion deficit hyperactivity disorder symptoms: the evidence. Prev Med (2011)
52:S70–4. doi:10.1016/j.ypmed.2011.01.022
101. Medina JA, Netto TL, Muszkat M, Medina AC, Botter D, Orbetelli R, et al.
Exercise impact on sustained attention of ADHD children, methylphenidate
effects. Atten Defic Hyperact Disord (2010) 2(1):49–58. doi:10.1007/s12402-
009-0018-y
102. Tantillo M, Kesick CM, Hynd GW, Dishman RK. The effects of exercise on chil-
dren with attention-deficit hyperactivity disorder. Med Sci Sports Exerc (2002)
34(2):203–12. doi:10.1097/00005768-200202000-00004
103. Pontifex MB, Saliba BJ, Raine LB, Picchietti DL, Hillman CH. Exercise
improves behavioral, neurocognitive, and scholastic performance in children
with attention-deficit/hyperactivity disorder. J Pediatr (2013) 162:543–51.
doi:10.1016/j.jpeds.2012.08.036
104. Verret C, Guay M-C, Berthiaume C, Gardiner P, Béliveau L. A physical activ-
ity program improves behavior and cognitive functions in children with
ADHD: an exploratory study. J Atten Disord (2012) 16:71–80. doi:10.1177/
1087054710379735
105. Smith AL, Hoza B, Linnea K, McQuade JD, Tomb M, Vaughn AJ, et al. Pilot
physical activity intervention reduces severity of ADHD symptoms in young
children. J Atten Disord (2013) 17:70. doi:10.1177/1087054711417395
106. Jensen PS, Kenny DT. The effects of yoga on the attention and behavior of boys
with attention-deficit/hyperactivity disorder (ADHD). J Atten Disord (2004)
7:205–16. doi:10.1177/108705470400700403
107. Janssen M, Toussaint HM, van Mechelen W,Verhagen EA. Effects of acute bouts
of physical activity on children’s attention: a systematic review of the literature.
Springerplus (2014) 3:410. doi:10.1186/2193-1801-3-410
108. Cereatti L, Casella R, Manganelli M, Pesce C. Visual attention in adolescents:
facilitating effects of sport expertise and acute physical exercise. Psychol Sport
Exerc (2009) 10:136–45. doi:10.1016/j.psychsport.2008.05.002
109. Drollette ES, Shishido T, Pontifex MB, Hillman CH. Maintenance of cogni-
tive control during and after walking in preadolescent children. Med Sci Sports
Exerc (2012) 44(10):2017–24. doi:10.1249/MSS.0b013e318258bcd5
110. Hillman CH, Pontifex MB, Raine LB, Castelli DM, Hall EE, Kramer AF.
The effect of acute treadmill walking on cognitive control and academic
achievement in preadolescent children. Neuroscience (2009) 159(3):1044–54.
doi:10.1016/j.neuroscience.2009.01.057
111. Drollette ES, Scudder MR, Raine LB, Moore RD, Saliba BJ, Pontifex MB, et al.
Acute exercise facilitates brain function and cognition in children who need
it most: an ERP study of individual differences in inhibitory control capacity.
Dev Cogn Neurosci (2014) 7:53–64. doi:10.1016/j.dcn.2013.11.001
112. Caterino MC, Polak ED. Effects of two types of activity on the performance of
second-, third-, and fourth-grade students on a test of concentration. Percept
Mot Skills (1999) 89(1):245–8. doi:10.2466/pms.1999.89.1.245
113. Budde H, Voelcker-Rehage C, Pietrabyk-Kendziorra S, Ribeiro P, Tidow G.
Acute coordinative exercise improves attentional performance in adolescents.
Neurosci Lett (2008) 441(2):219–23. doi:10.1016/j.neulet.2008.06.024
114. Biederman J, Ball SW, Monuteaux MC, Mick E, Spencer TJ, McCreary M, et al.
(2008). New insights into the comorbidity between ADHD and major depres-
sion in adolescent and young adult females. J Am Acad Child Adolesc Psychiatry
47:426–34. doi:10.1097/CHI.0b013e31816429d3
115. Conn VS. Depressive symptom outcomes of physical activity interventions:
meta-analysis findings. Ann Behav Med 39:128–38. doi:10.1007/s12160-010-
9172-x
116. Dunton GF, Whalen CK, Jamner LD, Henker B, Floro JN. Using ecologic
momentary assessment to measure physical activity during adolescence. Am
J Prev Med (2005) 29:281–7. doi:10.1016/j.amepre.2005.07.020
117. Nader PR, Bradley RH, Houts RM, McRitchie SL, O’Brien M. Moderate-to-
vigorous physical activity from ages 9 to 15 years. J Am Med Assoc (2008)
300:295–305. doi:10.1001/jama.300.3.295
118. Larun L, Nordheim LV, Ekeland E, Hagen KB, Heian F. Exercise in preven-
tion and treatment of anxiety and depression among children and young peo-
ple. Cochrane Database Syst Rev (2006) 3:CD004691. doi:10.1002/14651858.
CD004691.pub2
119. Kiluk BD,Weden S, Culotta VP. Sport participation and anxiety in children with
ADHD. J Atten Disord (2009) 12:499–506. doi:10.1177/1087054708320400
Conflict of Interest Statement: The authors declare that the research was conducted
in the absence of any commercial or financial relationships that could be construed
as a potential conflict of interest.
Received: 01 October 2014; paper pending published: 29 October 2014; accepted: 13
November 2014; published online: 28 November 2014.
Citation: Gawrilow C, Kühnhausen J, Schmid J and Stadler G (2014) Hyperactivity
and motoric activity in ADHD: characterization, assessment, and intervention. Front.
Psychiatry 5:171. doi: 10.3389/fpsyt.2014.00171
This article was submitted to Schizophrenia, a section of the journal Frontiers in
Psychiatry.
Copyright © 2014 Gawrilow, Kühnhausen, Schmid and Stadler . This is an open-access
article distributed under the terms of the Creative Commons Attribution License (CC
BY). The use, distribution or reproduction in other forums is permitted, provided the
original author(s) or licensor are credited and that the original publication in this
journal is cited, in accordance with accepted academic practice. No use, distribution or
reproduction is permitted which does not comply with these terms.
Frontiers in Psychiatry | Schizophrenia November 2014 | Volume 5 | Article 171 | 10
